Introduction
With a weight of evidence about the dangers of smoking, and the costs to health systems, the Australian government has prosecuted its case against smoking arguably as strongly as any nation. Anti-smoking measures enacted since the 1970s have included mass media quit campaigns, advertising bans, price increases via taxation, and restrictions around smoking in public spaces, and together have achieved dramatic reductions in the prevalence of smoking. In 2008 all governments in Australia -state, territory and federal -signed a national healthcare agreement (Steering Committee 2009) re-ratified in 2012. These initiatives were expected to reduce adult smoking prevalence to 10% by 2018, while cutting the proportion of daily smokers among Aboriginal and Torres Strait Islander people by 50%. However, national anti-smoking measures have had less impact on Aboriginal and Torres Strait Islander people, and specifically aimed programs have been less effective and the results of different interventions less easy to measure. Smoking prevalence among Indigenous people remains alarmingly high, recorded at 39% in -15 (ABS 2016 . Indigenous people aged 15 or over are 2.6 times as likely to smoke as other Australians (ABS 2014; AHMAC 2015) and Indigenous women are four times as likely to smoke during pregnancy as other women (Myers & Vickers 2015) .
Australia's Indigenous population may be among the most disadvantaged indigenous populations in the world (Hill, Barker & Vos 2007) , and socio-economic disadvantage is in itself a predictor of higher smoking rates (Cancer Council Victoria 2013) . Additionally, smoking patterns are also likely to reflect cultural aspects particular to this population, including the traditional customs of sharing and kinship bonding (Ivers 2001) . Smokers from disadvantaged groups also tend to have higher levels of dependency on nicotine, smoke more cigarettes each day and smoke for more years than the general population (Cancer Council Victoria 2013) . Thus, the health consequences are profound. For Aboriginal and Torres Strait Islander people, tobacco smoking is the most preventable cause of ill health and early death.
Smoking is responsible for around one in five deaths and for a third of cancer and cardiovascular disease incidence ).
Comprehensive tobacco advertising prohibition in 1994 initiated a slide in smoking from over 24% of the population to approximately 20% in 2000 (see Figure 1 ) (National Preventative Health Taskforce 2008). Subsequent bans on smoking in dining areas, followed by graphic health warnings on packets, hastened the decline to about 15%. After a 25% increase in excise on cigarettes in 2009 the rate fell to just over 13% in 2012. Although it is difficult to attribute the effects to individual measures, since 2005 the combined impact of multiple excise increases, the removal of branding from packaging and point-of-sale restrictions together led to dramatic decreases in rates of smoking to just under 13% in 2014, the lowest smoking prevalence ever recorded in Australia, and just over 13% in 2017-18 (Greenhalgh, Bayly & Winstanley 2019) . However, these national figures mask the unequal impact of anti-smoking measures on Aboriginal communities. Although efforts have been made for many years to reduce Indigenous tobacco use, the delivery of tobacco action programs is marked by limited resources and a lack of coordination (CEITC 2008; Ivers 2011 This paper begins from the premise that in a country which promotes policies of social inclusion, this inclusiveness should be observable in all aspects of life. The marginalisation of any group is a cause for concern, and the further marginalisation of Indigenous people because of the burdens of poor health resulting from smoking is a matter of national significance. We review the literature on smoking cessation from government, public health, and health promotion, through the lens a health professional and a marketing and communications expert, rather than indigenous or Torres Strait Islander people. The paper asks why policies and interventions that have been successful in the Australian population at large have not been successful among Indigenous people, and what approaches, if any, might go some way towards redressing the balance.
Measures adopted in the population at large to reduce smoking
Advertising and sponsorship bans Mandatory health warnings for radio and television cigarette advertisements were introduced in 1972, and health warnings appeared on cigarette packs in 1973. In September 1976 tobacco and cigarette advertisements on television and radio were banned. From December 1989 locally produced print media advertising was banned. The Tobacco Advertising Prohibition Act 1992 prohibited almost all forms of tobacco advertising, including sponsorship of sporting and cultural events, by 2007.
'No smoking' rules affecting anti-smoking norms
Anti-smoking norms, especially in the workplace, have a profound effect on the frequency of consumption as well as the uptake of smoking. Smoking bans originated from occupational health and safety concerns about passive smoking, leading to progressive restrictions, and spread beyond government and corporations to hospitality venues and public places (Chapman et al. 1999; Walsh, Tzelepis & McKenzie 2002; Borland, Winstanley & Reading 2009 ). Combined with the growing evidence about the health effects and social costs of smoking, these restrictions contributed to a growing anti-smoking sentiment among the population at large. Bans were then extended to sporting and outdoor venues and places where children could be influenced, for example by Queensland's Tobacco and Other
Smoking Products Act 1998. However, those who were not working or who were spending their time in unregulated environments were less affected by these changes.
Point-of-sale advertising bans
Mounting research evidence on the effects of point-of-sale promotion resulted in banning of display of smoking products at point of sale altogether. From 31 December 2010 all retailers were required to store smoking products in special lockers, out of consumers' sight. The effects were significant as Figure 1 shows. However, there is little evidence that point-of-sale policies had an impact among Indigenous people, possibly due to the less stringent application of laws governing display among some communities (Upson 2015) .
Total bans on cigarette pack branding
The 2012 government policy known as 'plain packaging', the most radical legislation anywhere in the world, prohibited the use of tobacco brand logos, colours, imagery or promotional text on cigarette packaging. Further off-putting additions included graphic images of the effects of smoking, information about the chemicals in cigarettes, and Australia's annual smoking-related death rates (Australian Government Department of Health 2019). Treasury data posted on the Health Department's website showed dramatic results. Sales slid and the proportion of the population smoking daily fell still further. However, similar results were not evident within marginalised groups.
Anti-smoking mass media advertising campaign effects Substantial international scientific evidence demonstrates that government anti-smoking mass media campaigns have helped smokers quit and prevented children from smoking. National advertising campaigns, taxation and smoke-free legislation have together been successful in the general Australian community. However, there is little evidence for the effectiveness of mass media campaigns in reducing smoking rates among Indigenous Australians (Power, Grealy & Rintoul 2009; Ivers 2011 Ivers , 2014 . The Tobacco Project in the Northern Territory demonstrated no significant reduction in tobacco use across all communities, with substantial variation between communities (Thomas, Johnston & Fitz 2010) .
Mass media anti-smoking campaigns generally address behaviours in large audiences. However, where audiences lack the resources to change, or where the campaigns do not contain the triggers relevant to the social context of audiences, people may be less disposed to respond. Thus writers have advocated for more attention to Indigenous groups, for example by employing Indigenous health workers to work directly with families (DiGiacomo et al. 2011).
In 2011, Indigenous leader Professor Tom Calma, the Australian federal government's national coordinator charged with tackling Indigenous smoking, argued that mainstream campaigns were not getting through:
What people want is something that they can relate to and so this [the Indigenous Tobacco Control project] is an attempt to be able to do that. A punitive-type message is not going to help. What we need to do is educate people so that they understand the relationship between smoking and poor health and disease and death (Calma 2011). He argued that any future campaigns should help Aboriginal and Torres Strait Islander people learn more about the support that is available to help all Australians quit smoking. Research evidence of anti-smoking quit campaigns up to 2015 points to more frequent recall of warning labels, news stories and advertising commonly associated with worry about health and wanting to quit. However, frequent advertising recall was more association with believing that society disapproves of smoking, but less impact on quitting (Nicholson et al., 2015) . Although the subsequent anti-smoking 2015 National Tobacco Campaign performed well amongst the majority of the population on most advertising awareness measures, no significant reduction in cessation among Aboriginal people was recorded (Myers & Vickers 2015) .
Researchers concluded there was little evidence that mass media campaigns were effective in reducing smoking rates among Indigenous Australians (Ivers 2011 (Ivers , 2014 Minichiello et al. 2016) , which may be due to lack of consistent messaging, difficulty in addressing remote communities, language barriers and so on. A number of campaigns using alternative media, such as apps, DVDs and Facebook ('Quit for you, quit for two', 'Blow away the smokes' and 'Sticking it up the smokes') advocated in the Closing the Gap policy have been initiated in Aboriginal and Torres Strait Islander communities since its declaration in 2009.
However, relatively little attention has been given to the way anti-tobacco messages are communicated to Aboriginal and Torres Strait Islander peoples (Gould et al. 2013) . For mass media, achievement of sufficient population exposure is vital, especially among disadvantaged adult smokers, as television remains the primary channel of access to them (Wakefield, Loken & Hornik 2010) . However, the use of inappropriate creative content that may not resonate with the highly addicted is a factor that may explain why Quit advertising has had less effect in Aboriginal smokers (Gould et al. 2016) . While evidence from the Talking About The Smokes project 2014 also supports the importance of using targeted advertising, (Thomas et al. 2015) and though the success of social media strategies in health promotion among Indigenous people is scant (Briggs, Lindorff & Ivers 2003; Brusse 2014) , recent evidence of social media use, at least among young Indigenous people, is encouraging: Indigenous young people expressed that they are more drawn to multimedia, video, social networking, animation, music and mobile phones than traditional anti-smoking marketing campaigns. These multimedia forms are more widely accessible because they minimize language and literacy barriers (Wright et al. 2019) .
Pricing effects on smoking cessation
While excise had been increasing since the 1960s, the excise on large packets of 25 cigarettes increased substantially after tax reforms were adopted in 1999. Taxes increased again substantially in the following years (see Figure 1 ). By 2017 government excise had grown to approximately 69% of the retail price. In 2020 Australians will pay A$40 for a packet of 40 cigarettes. This means that it will cost over A$7000 a year for someone smoking 20 cigarettes a day.
Economists and others have concluded that virtually all the reduction in tobacco consumption in Australia between 1962-63 and 1995-96 could be attributed to increases in price, resulting mainly from increases in tax levels (Bardsley & Olekalns 1999; Wakefield et al. 2008 ). However, Wakefield et al. found that price increases from excise rises had less impact on reduction of consumption in lower income groups. Price rises can cause financial hardship in households where smokers do not quit (Hoek & Smith 2016) , and tax increases can stimulate tobacco company arguments about regressive effects and encourage illicit trade (Hirono & Smith 2010) . A UK-based analysis of tobacco industry submissions to government against excise hikes, found tobacco companies employed the concept of health inequalities to criticise cessation services and tax increases for not addressing underlying causes of disadvantage (Clifford, Hill & Collin 2014) . Further, there is evidence that tobacco companies implement variable cigarette pricing in poorer communities, making cigarettes cheaper (Dalglish et al. 2013) , than the then retail equivalent cost of approx. 75 cents Australian on average per cigarette. Thomas et al. (2013) made an assessment of the impact of a 25% tax rise on tobacco sales in Aboriginal communities in remote Australia and explored local perceptions about tobacco tax rises and their impact. The study found no significant reduction in total tobacco sold in a store in the seven months after the price increase, compared with the seven months before the price increase, confirming the lack of pricing effects in the researched community. At the same time, cigarette price hikes have had compounding negative effects, for example increased demand for sharing cigarettes, together with increased reliance on those with more money to purchase cigarettes for other smokers ).
In conclusion, policies to reduce smoking in the population at large have different effects on Indigenous people, among whom price rises may fail to be a disincentive but result in undesirable knock-on effects (Bryant et al. 2011b) .
Quit lines and their success
Several large studies all concluded that telephone quit lines, together with counselling, increase quit rates (Abrams et al. 2010; Stead et al. 2013) . The cost effectiveness of telephone counselling has usually been associated with nicotine patches in the US as well as in Australia (Miller, Wakefield & Roberts 2003) , while at least half the nicotine replacement therapy programs aimed at Aboriginal and Torres Strait Islander communities have focused on smoke-free pregnancy (Gould et al. 2014 ). However, randomised trials of the relative effectiveness and cost effectiveness of different protocols are limited (Bryant et al. 2011a ).
In Australia, most quit lines employ some Aboriginal counsellors, and when respondents identify as Indigenous, same-sex and culturally appropriate counsellors are available (Gould, Bittoun & Clarke 2015) . The National Tobacco Strategy, the Closing the Gap strategies and the National Aboriginal and Torres Strait Islander Health Plan all recommend comprehensive holistic, long-term approaches (Cancer Council Victoria 2013; Holland 2018), involving full participation of Aboriginal and Torres Strait Islander peoples and their representative bodies in all aspects of addressing their health needs, including those communicated by radio, television and social media, through mobile phones. Although several sources of support also involve new media, not all smartphones operate in remote areas, and users may have trouble with recharging or affording prepay in order to make use of telephone counselling.
Nicotine replacement therapy
Systematic reviews have shown nicotine replacement therapy to be effective in increasing cessation rates. Replacement therapy may work well in Indigenous populations, particularly for pregnant women, who can receive prescribed patches free, but even these programs are not without problems that affect compliance, such as the time taken for supplies to arrive in remote areas, individuals running out of patches because they share with other family members, and the cost to those who are not eligible for subsidies (Gould et al. 2014) .
Aboriginal respondents perceived nicotine replacement therapy as expensive and an ineffective substitute for smoking (Bryant et al. 2011b ). However, nicotine replacement therapy supported through programs is a preferred option voiced by these Indigenous communities and should be a focus of long-term, multifaceted and high-intensity quit programs (Carson et al. 2014) . Based on concerns raised by health staff and community members, the acceptability of some unmodified activities by health workers around their personal propensity to smoke, as well as organisational barriers within the health system may be contributing to the reduced effectiveness of tobacco control. In this setting interventions to support government nicotine replacement initiatives appear to stand a better chance of success when combined with more complete advice, including counselling (Johnson & Thomas 2010 ) that is culturally appropriate (Martin et al. 2019) .
Tobacco interventions in Indigenous communities

Since Ivers's original 2003 review of tobacco interventions in Indigenous communities in
Australia and New Zealand found mixed responses to various trials, she has continually stressed the need for anti-smoking programs to be evaluated comprehensively (Ivers et al. 2006 (2012) recommend culturally appropriate health promotion, which strives for understanding, empowerment and respect of communities. According to Gould et al. (2014) and Tane, Hefler and Thomas (2018) , clinician involvement is essential, with more thorough education for medical professionals, including specialists, in the cultural mores of these communities required.
Before members of socially excluded groups are able to demand substantive changes in unequal social relations that undermine their health, they need to see themselves as active agents capable of acting to improve their lives (World Health Organisation Report 2010, p.8.) Campbell and Scott (2011) discuss factors that undermine assumptions of individual agency that include unconscious factors, socially constructed peer norms, and power inequalities arising out of social relations, including gender and poverty, where disadvantaged people have experienced far more insecurity, uncertainty and stressful events in their life course, that affects social inequalities in health. Further, there is a growing recognition of the limitations of traditional health promotion in favour of community strengthening. Thus, health campaigns should aim to facilitate types of social participation designed to empower people to resist the impacts of unhealthy social influences (Closing the Gap report, modified 2019), where previously health campaigns and communication have generally overlooked the benefits of participatory forms of communication that are commonplace in marketing goods and services.
Despite these negatives there is hope. A recent review concluded that more effective multifaceted interventions which incorporate Indigenous leadership, partnership, engagement and cultural tailoring are necessary to reduce the burden of tobacco-related disease among Indigenous peoples (Chamberlain et al. 2017) , in Australia. However, specific intervention strategies, principles and priorities have tended to be more related to process, while assessment of the outcomes of the interventions have been less well recorded.
A community-based approach does not rule out one-to-one interventions in healthcare (O'Brien et al. 2010) . Though Marley et al. (2014) found no significant benefit from a multidimensional smoking cessation intervention, Be Our Ally Beat Smoking (BOABS), the meta-analysis of it and an earlier study of pregnant women (Eades et al. 2012) has shown that in a in a primary healthcare setting in encouraging smoking cessation one-on-one intensive intervention was more effective than usual care. Importantly, when delivered by, and provided to Aboriginal and Torres Strait Islander people, such practices can be equally successful in remote areas. However, these programs have to be seen in the light of controlled trials, thus the effectiveness of programs based on close personal support to quit smoking in a real world setting, require to be implemented. As In summary, then, evidence on how to design services to attract Aboriginal and Torres Strait Islander people, whether by media, direct intervention or use of specific cessation tools, is scant. The question therefore remains: What interventions might provide possible solutions for Indigenous people in particular? Hill et al. (2007) advocated attention to the way anti-tobacco messages are being developed amongst Aboriginal and Torres Strait Islander peoples, particularly in the absence of any consistency of approach. The report Next steps for Aboriginal health research lays down methodologies of approach, noting that some mainstream services were unresponsive to feedback from Aboriginal people and participants felt that 'no one was listening' (King & Brown 2015, p. 27) . While communication within the public service hierarchy extends to acknowledgment of cultural differences that perpetuates the power of 'the dominant culture' (Downing & Kowal 2011 ), Fredericks (2006 argues that training in any intervention must include anti-racism strategies where support for those involved allows them 'to take action within themselves, their work environment, the system […] and within the broader society' (p. 95). Particular reference is made to the language surrounding some of these programs, which is offensive to Aboriginal people, such as 'Closing the Thus, the risk of propagating the discourse that casts Aboriginal people as problematic, and reinforces stereotypes of dysfunction (Raven et al. 2016) , must be addressed by policymakers. Further research is warranted to investigate messaging that has resonance within marginalised Aboriginal populations where language and literacy have so far posed barriers to communication, and thus to knowledge and understanding of quit processes in particular. So, any health or public service communication or evaluation report should acknowledge particular contexts, the community and the specific protocols and relationships that need to be developed to maximise trust and foster genuine partnerships, before programs stand a chance of success (Raven et al. 2016) .
Recommendations
In Aboriginal and Torres Strait Islander communities, the barriers and obstacles to quitting smoking involve psychological, social and cultural factors, including sharing habits (Bryant et al. 2011; Gould et al. 2013) . Thus, researchers advise adoption of a more 'bottom-up' process (Gould et al. 2014; Ivers 2014) . Such an approach in healthcare mirrors the best practice in customer relationship management (Buttle & Maklan 2015) , where a targeted, comprehensive customer-centric (as opposed to organisation-centric) approach has been found successful. While some recommend mass media campaigns (Gould et al. 2013) , the weight of research tends to favour quit campaigns focused on face-to-face contact (Carson et al. 2014; Minichiello et al. 2016) . In both approaches the campaigns must be culturally targeted. In these circumstances one-to-one contact may be dependent on mobile phone applications ) and text messaging with appropriate response devices, in a communication mix that may also include social media (Brusse et al. 2014; Hefler et al. 2019) as part of the overall communication strategy. Ivers (2011 Ivers ( , 2014 , Martin et al. (2019) and Upton et al. (2014) . Key among these factors are:
• multi-faceted interventions that observe various aspects of tobacco use at once, such as biochemical addiction, habit, cultural reasons for smoking, stressors, and psychological reasons for smoking • interventions carried out among people who are already highly motivated to quit smoking, such as those with acute illnesses, who have family members with tobacco-related illnesses, or who want to quit for their children • use of pharmacotherapy, particularly Champix (varenicline tartrate), Zyban (bupropion hydrochloride) and nicotine patches • use of incentives (e.g. 'quit and win' competitions) • programs that train health professionals in smoking cessation and motivational interviewing techniques • behavioural support services that take account of cultural practices, traditions and language • interventions involving health professionals in addition to community partnerships with community health organisations and culturally tailored campaigns • training for the local healthcare workers in culturally sensitive interventions Weston et al. (2009) and Couzos et al. (2015) have recommended approaches that combine community-owned policies with access to quit support services at the individual level, including access to behavioural and pharmacological therapies, provided by a local workforce trained in culturally sensitive interventions. Upton et al. (2014) state that when the local community has ownership, commitment to the policy is strengthened, enabling smoke-free policies to be more effectively implemented. They found this to be especially true in remote and rural settings, and more recently with high-intensity counselling and other brief interventions supplemented with nicotine replacement therapy Lancaster & Stead 2017) . Thus nicotine replacement should be a focus of necessarily longer-term, multi-faceted quit programs of higher intensity within these communities (Kuehn 2010; Carson et al. 2014 ).
Action of course requires quit programs that are well funded, resourced and managed and, above all, well evaluated, so that lessons can be learnt for future programs. As Tom Calma, in his role as Aboriginal and Torres Strait Islander Social Justice Commissioner and Race Discrimination Commissioner, pointedly stated in 2008, It is not credible to suggest that one of the wealthiest nations in the world cannot solve a health crisis affecting less than 3 per cent of its citizens. Research suggests that addressing Aboriginal and Torres Strait Islander health inequality will involve no more than a 1 per cent per annum increase in total health expenditure in Australia over the next ten years. If this funding is committed, then the expenditure required is then likely to decline thereafter. Sadly, Commissioner Professor Calma's calls appear not to have been met. A 2017 report by the Australian Institute of Health and Welfare, measuring longer timeframes concluded the gap was in fact widening: … life expectancy at birth increased for both Indigenous males and females during the … period … 2001-2005 to 2011-2015 … However, greater increases in life expectancy at birth occurred for non-Indigenous males and females, meaning that the gap in life expectancy between Indigenous and non-Indigenous Australians widened during the reference period (AIHW 2017, p. vii) .
This review has emphasised the disparity in success rates of quit smoking campaigns between the general public and Indigenous people, especially those in rural and remote communities. It has underlined the normative approach in the literature, written from the perspective of health professionals, policy-makers and those with expertise in marketing and media communications. It has demonstrated the importance of culturally sensitive communication between health service providers and Aboriginal and Torres Strait Islanders and highlighted the paucity of Indigenous voices on the issue. Professor Calma has placed emphasis on this aspect of the health crisis which sets Indigenous people apart from the wider population. Professor Calma's focus on a small increase in health funding, is surely small price to pay for a projected decline in smoking and ill-health and early deaths attributed to smoking among Indigenous people, a topic of increasing urgency, that casts this important issue in the economic terms which underpins much of the rhetoric about issues of social justice in contemporary Australia.
